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Several weeks ago, a close dentist friend described to me two 
cases then in his office. The first case involved a fractured upper 
right central for a girl 14 years old. The tooth had been previ- 
ously treated by another dentist, but the result was esthetically 
unsatisfactory. According to the X-ray, the tooth was devitalized 
and the first dentist had not completely filled the root canal. 
Afer two attempts, according to two new X-rays, my friend filled 
the root canal completely, built up the tooth with a gold casting 
and over the casting placed a jacket. Ten hours of work were 
involved, plus a laboratory fee for a casting and jacket. He had 
in his opinion spent too much time on the case and was reluc- 
tant to state a fee that would compensate him for that time. 

“Would $100.00 be too much?” he wondered. The child needed 
other work, but he was not going to undertake it. He was too 
busy. She must await a visit to another dentist at some future 
date. After struggling with his own evaluation of his worth, he 
submitted a bill for $50.00. Less the laboratory charge, he was 
paid a gross fee of approximately $3.50 an hour. 

The second case involved a boy 16 years old who had in an 
accident knocked out four upper anterior teeth. He was wearing 
an unsightly partial denture. The father visited my dentist friend 
and asked him to remake the case and to do something that 
would make the child less self-conscious. 

“How much would it cost?’’ was one of the first questions. The 
dentist without seeing the boy was unwilling to guess at the fee. 
“Could it be handled for $350.00?" the father asked. “That” 
seemed reasonable to the dentist, but he was still not certain. 
A maximum fee was set by the father of $500.00, but he ex- 
pressed the hope that it would not prove that expensive. 

Beyond the unsightly partial, the child’s mouth, so I was told, 
was in good condition. The previous dentist, although responsi- 
ble for a bad-looking appliance had otherwise done a good job. 


Impressions were taken and the models submitted to a lab- 
oratory. I was present at the time the models were submitted. 
Inasmuch as the fee seemed to justify such a construction, the 
dentist wanted to supply a precision attachment case. The tech- 
nician said, ‘No, the abutments are too short. The appliance is 
not suitable for such a young patient, etc., etc.” A combination 
resin and metal removable case was recommended. The tech- 
nician designed the cast, pointed out the place for the rests, and 
recommended that high spots be removed on one or two natural 
teeth. New impressions were requested. 

New impressions and models were sent to the laboratory. The 
case fitted beautifully, and dentist and patient were most happy. 
The laboratory charge was $48.00, the dentist's fee $338.00-— 
less than the $350.00 price the patient had quoted. 

In both instances the parent's income was moderate. The 
$50.00 fee represented approximately the weekly salary of the 
head of one family, the $338.00 fee the monthly salary of the 
other. 


There is something basically wrong with a system of practice 
management that attempts to justify such a disparity in fees for 
such different services. The second case did not involve more 
than three hours’ time. After-service must be discounted because 
the patient in this instance is moving out of town. If, however, 
in the second instance professional judgment had been used, the 
fee may still have been justified on the same basis as a sur- 
geon’s fee is justified. 


The dentist is no poor practitioner. He is as critical of poor 
dentistry as any man I have met. He has spent many evenings 
in discussion of unsound dental practices and their possible 
consequences in a changed system. He knows the story well. 
His ideals are the highest, and he is a crusader for good dentistry 
when he has an audience. 


We are not advocating the recommendations made by Dr. 
McCall in this issue of TIC. We fear, however, that these changes 
may come if dentists do not practice’ prosthetics with a greater 
degree of professional skill and judgment. Responsibility for the 
prescription in prosthetics must be assumed by the profession, 
as must responsibility for the materials .involved. 


Dentists are honest men. Were they not honest, there would be 
many more wealthy dentists. Dentists have simply been misled 
in their economics and taught to sell gadgets instead of profes- 
sional services. That is the conception which must be changed. 


Dr. McCall recommends that his auxiliary personnel be very 
restricted in their work, and that they work only under the juris- 
diction of a fully-trained dentist. On the surface, such a provision 
seemingly protects the economic position of the dentist. How, 
though, will it affect those dentists who under the present system 
have not been able to justify even a dental assistant? Auxiliary 
personnel are recommended for reasons of economy. Will they 
work for less money than the average net income of dentists, 
approximately $3,000 a year? Will those dentists who earn the 
average income or less be willing to accept employment as sal- 
aried auxiliary personnel? Will the time come when the auxil- 
iaries will be sufficiently strong numerically to demand inde- 
pendent status in a limited practice of dentistry? Will they be 
able to show at that time that the fully-trained dentist doés not 
justify the portion of the fee which he receives for the services 
of his auxiliaries? 

Objections to change because it will affect economic stability 
of present practitioners is only a partial answer. The problems 
changes hope to correct must still be solved; namely, more ade- 
quate care of children and the cost of distributing prosthetic serv- 
ice. In the meantime, the dangers of change will be minimized 
when every service of dentistry bears a fee commensurate with 
the skill, time and responsibility involved. 


J. J. NEVIN 
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‘DENTAL PRACTIC 


the FUTURE 


By John Oppie McCall, D.D.S. 
New York City 


In the past one hundred years dentistry, 
coming up out of the ruck of ignorance and 
quackery, has crystallized the professional 
consciousness and impulses of the best of its 
earlier practitioners, has standardized the 
mold for dental education, has developed 
methods for regulating the practice of den- 
tistry under the law and has developed to a 
highly satisfactory state its skill in the diag- 
nosis and treatment of dental disorders. While 
it has not made corresponding progress in 
discovering means for the prevention of dental 
disease much progress has been made even 
in that field and considerable success in pre- 
vention has been attained by methods now 
known, with the hope for even better things 
in the future. 

As to methods of treating and controlling 
dental diseases and disorders, progress has 
been so extensive and so particularized that 
it has resulted in the development of a num- 
ber, of recognized specialties. Dentistry is 
therefore in a position to offer to individual 
patients a highly satisfactory service for the 
arrest of virtually all diseases of the teeth and 
jaws and for the maintenance of mouth health. 
So satisfactory has this progress been that it 
has tended to allay that divine discontent 
which is the stimulus to further progress. I do 
not mean that dentists are entirely satisfied 
with their present methods of carrying on op- 
erative and therapeutic procedures. Experi- 
mentation is still under way to improve 
operative and other procedures. But I do 
mean that dentistry has developed a method 
of administering dental care to the population 
which, while once entirely satisfactory from 
the social standpoint, does not now measure 
up to the public need from the standpoint of 

ublic health and general economics. Satis- 

action with achievements of the past has 


tended to cast dentistry into a mold which 
dentists feel cannot and need not be changed. 

Not only that—dentistry, as stated, has devel- 
oped specialties in treating certain disorders, 
but these disorders because of their preva- 
lence in the population, demand that treat- 
ment be provided on a wider scale than can 
be managed by groups of exclusive or partial 
specialists. I refer especially to malocclusion 
and periodontal disease. The high degree of 
success attained in the management of these 
conditions today is due to the fact that special- 
ties were developed for the intensive study of 
each disorder. And the greatest credit should 
be given to the pioneers in those fields. How- 
ever, in the case of orthodontia, development 
led to exclusive specialization and restriction 
of instruction of dentists in orthodontia to 
graduate courses. In periodontia, while exclu- 
sive specialization has developed, there was 
realization by leaders in that field that peri- 
odontal treatment especially on the preven- 
tive side should be a part of general practice. 
This has resulted, among other things, in 
placing periodontia in the undergraduate 
curriculum. However, even in periodontia ef- 
fective instruction is not too well disseminated 
as yet and in orthodontia distribution of care 
falls far, far short of need. 

While it is desirable for the sake of con- 
tinuing advance that specialties in such fields 
should be maintained and while services of 
specialists are likely to be continuously in 
demand for the treatment of exceptionally dif- 
ficult cases, it is a fact that public need re- 
quires that the general practitioner be trained 
to take care of the great majority of cases of 
periodontal disease and malocclusion. 

To draw a useful parallel, consider the sit- 
uation in oral surgery. Here we have a highly 
developed specialty, one which has gained 
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much distinction in the last quarter century. 
In spite of this development there has, how- 
ever, been no serious proposal that all surgi- 
cal cases, including routine extractions, 
should be referred to oral surgeons. The gen- 
eral practitioner may choose to make such 
referral, but in most cases he does extractions 
for his patients himself. The reason for this is 
not merely custom but the large number of 
people for whom extractions have to be 
performed. 


The public has vested in the dental profes- 
sion the exclusive right to perform dental op- 
erations. In return for granting this privilege 
the public may properly expect that every 
dental practitioner shall be equipped to treat 
the commonly occurring disorders of the teeth 
and jaws. Dentistry therefore has not only an 
interest but an obligation to consider in re- 
gard to the diseases and disorders mentioned. 

I have noted that dentistry's ability to pre- 
vent dental disease lags behind its ability to 
treat such disease. This is due in large part 
to the fact that dentistry has developed along 


' the line of expediency, that is,—acquiring 


ability to replace teeth if not to save them. 
Public demand has been an important factor; 
in its turn it has been influenced by the appar- 
ent innocuousness of diseases of the teeth. In 
other words, people have felt in regard to 
dental treatment that they could “take it or 
leave ‘it. For the greatest part people think 
of their teeth chiefly in terms of the cosmetic. 
Or they. are influenced by inconvenience in 
mastication when too many teeth are lost. Dis- 
comfort enters into public demand also. But 
toothache, even when severe, usually does 
not last indefinitely, hence excites no fears of 
systemic by-products, and may not drive the 
patient to the dentist. 


Dentistry has very naturally endeavored to 
meet demand, and has developed a philoso- 
phy of practice in which restoration rather 
than prevention occupies a key position. Even 
the carrying out of so-called preventive meas- 
ures has meant, up to the present, examina- 
tion for detection of cavities and placing fill- 
ings when caries is discovered. Under such 
circumstances dentists have become preoccu- 
pied with the mechanical phases of dental 
treatment. 


During the past thirty years, periodontia 
and orthodontia have been largely standard- 
ized and the systemic relationships in those 
fields have been well explored. Other dento- 
systemic relationships have been explored, 
bringing out into the light such things as focal 
infection and oral manifestations of systemic 
diseases. These discoveries and develop- 
ments put an obligation on the dentist to in- 


crease his knowledge of the entire body and 
to be able to cooperate effectively with his 
medical colleagues. 


In a word the field of dentistry has been 
greatly expanded in recent times by scien- 
tific discoveries and improvements in dental 
service. The question is, what is dentistry as 
a profession going to do about these devel- 
opments? I believe the profession must meet 
the new obligations thus put upon it. In other 
words, the dentist today must more fully 
round out the services he will offer to the 
public. 

Orthodontia and periodontia should be an 
integral part of the services the dentist is pre- 
pared to render. Root canal treatments have 
taken on new significance and must now be 
carried on with a meticulous care not form- 
erly thought necessary. None of these services 
can even be undertaken without serious study 
of the patient's general health, age, etc. This 
points the way to necessary changes and im- 
provements in dental education. 

Prevention is coming more and more to de- 
mand attention as a practical thing. In the 
mechanism of preventive service there are 
history taking, diet analysis, salivary tests 
such as lactobaccillus counts and others to 
be carried out,—things that were never ex- 
pected of dentists in the past. 


Inevitably there must be a reorientation ot 
the dentist's thinking and reorganization of his 
activities in behalf of his patients. It will ob- 
viously be impossible, or at least impractical, 
for the dentist to do everything for his patients 
which they may need. This has been found 
to be true in medicine. Then too there is the 
economic factor. The logical thing is for the 
dentist to do those things which require the 
full training implicit in the D.D.S. degree, but 
to delegate those procedures which require 
less complete dental training to auxiliaries 
who, because their course of training is shorter 
and responsibilities less comprehensive, can 
properly perform certain tasks at lower com- 
pensation. If considered only from the eco- 
nomic standpoint the use of auxiliary per- 
sonnel is virtually a must for the dental pro- 
fession. It is no more than fair as well as a 
matter of self-interest that economies prop- 
erly arrived at be made available to the pub- 
lic. I mention self-interest, the reason being 
that I am certain that lowering dental costs 
where they can be iowered will bring more 
patients to the dentist who incidentally, will 
profit from the services performed by his 
auxiliaries as well as from those he himself 
performs. 

The question then arises as to where the 
dividing line shall be drawn. What is the den- 
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tist to delegate his auxiliaries, what is he to 
consider as his own special field? There is 
and can be no sharp and definite dividing 
line. In the first place the dentist must have 
a full comprehension of all the factors in- 
volved in the physiology and pathology of 
the mouth and must understand the princi- 
ples underlying the practice of all phases of 
dentistry. The same thing applies to the phy- 
sician who understands thoroughly all the 
things done by the trained nurse, the physi- 
cal therapist and other auxiliaries but does 
not perform the services that these aids can 
render. 

My proposal is that the dental hygienist 
and the dental technician are the two auxil- 
iaries who will be trained to perform certain 
procedures in the mouth. The dental assistant 
will have her place in the dental set-up as at 
present but will do nothing in the patient's 
mouth other than assist in maintaining a dry 
field when necessary, etc. 

The dental hygienist would be trained to 
fill early carious lesions in children’s teeth 
as well as to do prophylactic treatments as 
at present. She would also do the preliminary 
charting of the mouth and take all intra-oral 
X-rays needed. She would not treat teeth with 
deep cavities having probable pulp expos- 
ures (X-rays give warning of such complica- 
tions) nor treat teeth with pulp involvements. 
She would do no extractions, no periodontic 
treatment. 

The dental hygienist would, in other words, 
do the bulk of the operative dentistry in chil- 
dren's mouths. Children coming to the dentist 
regularly need little of the more complex treat- 
ments. An integral part of the plan is that the 
dental hygienist will be trained in the dental 
school and will receive the same training and 
be required to pass the same tests in the range 
of her expected work as the dental student. 
There will be no question of her competence 
once she has been given her certificate. Her 
training in the basic sciences will be the same 
as she receives at present with such additions 
as may be necessary in ner limited field. 

The conditions under which the dental hy- 
gienist will practice will be such that she will 
be under the dentist's control at all times. In 
other words,.she will not have her own office 
but will work in the dentist's office or in a 
dental clinic in which dental supervision is 
provided. When working in the dentist's of- 
fice she will be in his employ and it will be 
expected that the dentist as well as the hygi- 
enist will profit. 

The dental technician, as I propose, would 
be trained to carry on all phases of the con- 
struction of full and partial dentures includ- 
ing impressions and insertion of finished ap- 


pliances, but excluding the preparation of 
teeth for abutement inlays, etc. In other words, 
where the construction of a denture requires 
that an inlay with a lug seat be made, the 
dentist would prepare the cavity in the tooth 
and take the impression for the inlay. When 
the inlay was set the technician could then 
take the impression for the prosthetic appli- 
ance. The technician would, of course, cast 
inlays and carry on all the laboratory pro- 
cedures as at present. The dental technician 
would not construct bridges, except for the 
laboratory procedures, because bridge con- 
struction always involves cutting into or other- 
wise altering the natural teeth. 

As in the case of the dental hygienist the 
dental technician would have no office of his 
own where he could receive patients. He 
would be employed in the office of a dentist 
or in a dental clinic. In each case there would 
necessarily be continuous dental supervision. 
I have no idea, in other words, of approving 
a set-up in which a dentist could establish 
several offices in each of which there would 
be a dental hygienist and a dental technician 
but in which the dentist would go from one to 
another spending only a day or two in each 
office. 

The dental technician would be trained, as 
in the case of the dental hygienist, in a dental 
college. He would be given training as far 
as required in the basic sciences. He would 
have the same training in denture work as 
the present day dental student. My proposal 
also includes for both hygienist and techni- 
cian a year's internship following completion 
of the dental course. This internship would 
be in an institution approved as a teaching 
clinic. 

I think I can best visualize for the reader 
how my proposal would work out by describ- 
ing the handling of typical cases coming into 
the dentist's office: 

In the case of the child patient, the dentist 
makes the first examination, gaining an idea 
of the general characteristics of the mouth, 
whether there is malocclusion or not and de- 
cides whether there is any evidence of sys- 
temic abnormality. He then refers the child 
to the dental hygienist who charts the mouth 
and takes bite-wing X-rays. At the same visit 
or a subsequent one she gives the child a 
prophylactic treatment. All this saves the den- 
tist's time which can be devoted to more com- 
plicated procedures for other patients. 

At the next visit the dentist reads the X-rays, 
determining the presence of additional cavi- 
ties and abnormalities that may be disclosed. 
He then attends to any teeth that may have 
extremely deep cavities or pulp involvements. 
When the more severely decayed teeth have 
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been cared for the patient is once more re- 
ferred to the dental hygienist for the filling of 
the shallow cavities still remaining. 


If the child has malocclusion he now re- 


turns to the dentist who institutes such ortho- 
dontic treatment as is indicated. Complicated 
cases will usually be referred tc the specialist, 
but most cases should come within the capa- 
bility of the dentist, assuming that he has had, 
as I recommend, really practical training in 
orthodontia in his college course. 


As to the case needing either partial or full 
dentures, the patient would be given an ex- 
amination by the dentist who would note the 
general condition of the mouth and secure 
any significant information. The patient would 
then be referred to the dental hygienist for 
intra-oral X-rays. If it should be found later 
that extra-oral plates were needed these 
would usually be taken by the dentist. If X- 
rays or mouth examination revealed any 
teeth needing extraction or retained roots, re- 
sidual infection, etc., these would be attended 
to by the dentist. (I propose, as in the case of 


. orthodontia, that the under-graduate dental 


student receive really effective instruction in 
such surgical procedures as I have indicated.) 
When the patient's mouth was in condition to 
have dentures constructed he would be re- 
ferred to the dental technician for impressions, 
bite, etc. The finished case would be passed 
on by the dentist. It will thus be seen that the 
dentist would control every aspect of the 
treatment of dental and oral disease and of 
the restoration of missing teeth. 


As to the financial aspect, it is, of course, 
true that I advocate the use of auxiliary per- 
sonnel as a means of reducing cost to the 
patient. However, the net return from the prac- 
tice to the dentist should equal or exceed the 
present return in most practices. This will be 
partly because he receives a return from the 
work of three pairs of hands instead of one. 
Also the dentist's fees for the treatment he him- 
self renders, a large part of which will be in 
the field of the biologic as contrasted with the 
more mechanical phases, should be on a 
higher scale per hour than at present. 

It will be evident from the foregoing that 
the dentist will have at least two chairs in his 
office. Actually the minimum desirable is 
three chairs. Also there should be two assist- 
ants. With three chairs the dentist, dental hy- 
gienist and dental technician will not overlap 
if all three have patients at the same time. 
When there are only two patients or perhaps 
only one having treatment, the dentist's time 
lost between patients will be minimized by 
his moving from one chair to another without 
having to wait for clean-up. 


As the dentist’s practice increases or when 
the size of a community justifies it, additional 
dentists and auxiliaries may come into the 
organization, the office being increased in size 
accordingly. When this occurs, the practice 
should be developed along group practice 
lines as exemplified at the Mayo Clinic. This 
will mean specialization by certain of the 
practitioners, each of whom will make his con- 
tribution to the treatment of each patient ac- 
cording to need. The central figure in such a 
practice will be the diagnostician. This den- 
tist will see all patients on admission, will 
refer them to the appropriate specialists, con- 
ferring with those practitioners as to findings 
and will plan the course of treatment and 
check up as to its successful completion. 


The procedures I have described can be ap- 
plied, as indicated, in private practice, the 
number of dentists in the office depending on 
the size of the community. The plan is, of 
course, applicable to clinic operation, with di- 
vision of work by departments which in its 
turn makes for increased efficiency. Reduc- 
tion of overhead made possible in clinic op- 
eration offers especially the advantage of 
economy, particularly to be considered in any 
plan which aims to provide dental care for 
people in the lower income brackets. At the 
same time the clinic makes effective super- 
vision possible and this is an indispensable 
factor in maintaining high quality of service. 
Supervision, properly chosen, also may do 
much to develop the abilities of the dentists 
and auxiliary personnel making up the staff. 


Economy does not necessarily imply low 
salaries for the dentists. The use of auxiliary 
personnel as advocated will make suitable 
salaries possible for the dentists, the auxil- 
iaries themselves being paid proportionately 
to the length of their training and the respon- 
sibilities they assume. Salaries would be 
graded so that dentists of superior ability 
would become heads of departments and 
supervisors would be paid accordingly. 

With the operation of the plan I advocate 
more people can be treated and treated more 
completely, with less average expense than 
under present methods. Dentists will practice 
with greater professional satisfaction and bet- 
ter financial return, and will gain increased 
respect in the eyes of their medical colleagues 
and of the public at large. All of this in its 
turn will result in making the practice of den- 
tistry more attractive and will be a'means of 
recruiting the considerable number of high 
class men and women who will be required to 
meet public needs in the future. 


422 East 72 Street 
New York 21, N. Y. 
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VARIATIONS IN 


MUNICIPAL 


H 


TITLE OF DEPARTMENT 
DATE ESTABLISHED 


ADMINISTRATION 


SOURCE OF FUNDS 
APPROXIMATE COST OF 
ADMINISTRATION 


DUTIES OF DEPARTMENT 


BALTIMORE CITY HEALTH 
DEPARTMENT 
1793. 


Commissioner of Health, Assist- 
ant Commissioner, and Secretary 
responsible to the Mayor and 
City Council. 


Federal. State, and local funds. 
$952,711. 


To render a complete public health service to 
the citizens of Baltimore City. 


BOSTON, MASSACHUSETTS 
DEPARTMENT OF SCHOOL 
HYGIENE 

1915. 


Board of Education. 


Taxes. 
$270,000 per year. 


Supervise health of pupils, teachers and other 
personnel. Ventilation, sanitation, tempera- 
ture control. Notify Bureau of Health of con- 
tagious disease. Tuberculosis skin testing, 
X-ray. School lunch committees. Health edu- 
cation. Supervision of the teaching of physi- 
ology and hygiene. Conservation of Eyes 
classes. Lip reading. Plans of school buildings. 


BUFFALO DEPARTMENT OF 
HEALTH 


Board of Health consisting of five 
members, Secretary and Health 
Commissioner. 


Residents of Buffalo. 

To guard the health of the people of Buffalo 
through the following divisions: Communi- 
cable Diseases (Syphilis Control, Tuberculo- 
sis, Laboratory) ; Child Hygiene; Inspection 
(food, sanitation) ; Vital Statistics. 


CITY OF CHICAGO WELFARE 
ADMINISTRATION 

Chicago, Illinois. 

Established 1936. 

Under auspicés of local govern- 
ment with some regulations of 
relief policies by Illinois Public 
Aid Commission, which allo- 
cates State funds. 


Commission of Welfare responsi- 
ble for administration. Medical 

* program supervised by Director 
of Medical Division under su- 
pervision of Director of Service 
Bureau, who is directly respon- 
sible to Commissioner. Medical 
advice. through Advisory Com- 
mittee representing the Chicago 
Medical Society. 


No cost to individual. Cost of pro- 
gram met by City of Chicago 
Welfare Administration. 


Regularly accepted clients of the Chicago Relief 
Administration. 

Hospitalization in Cook County Hospital and 
various private hospitals. Tuberculosis and 
contagious disease hospitals without cost to 
Administration. 

Cases not accepted for medical care only. 


HEALTH SERVICE, 
CLEVELAND BOARD OF 
EDUCATION 


Cleveland Board of Education. 


Taxes—Cleveland Public Schools. 

$197,216.00 (1943). 

Per pupil expenditure—$1.81 
(1943). 


Medical inspection of pupils; immunizatiuz 
against smallpox and diphtheria; dispensary 
treatment to indigent children; health educa- 
tion; fluoroscopic program in higher grades; 
dental fillings to underprivileged children. 


CLEVELAND, OHIO DEPART- 
MENT OF PUBLIC HEALTH 
& WELFARE 

DENTAL DEPARTMENT 

1941. 


Commissioner of Health. 


— of Health—City of Cleve- 

land. 

Clinic rooms, equipment, light, 
heat, janitor service—Board of 
Ed 


$38,000 appropriation. 


DENVER, COLORADO 
DEPARTMENT OF HEALTH 
AND CHARITY 

1868. 


Board of Health. 


City taxes. 


To handle all health problems and education, 
and administer two hospitals. 

All residents of Denver receive health education 
and protection. Those who cannot help them- 
selves are eligible for hospitalization. 


Healtl 
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L HEALTH PROGRAMS 


MEDICAL BENEFITS 


DENTAL BENEFITS 


STATUS OF PHYSICIANS AND DENTISTS 


ce to — Protection from communicable diseases; diphtheria 
prevention and smallpox vaccination clinics. 
Tuberculosis: screening chest clinics, X-raying of 
special groups. 
- Venereal diseases: clinics, drugs to clinics. 
Prenatal clinics: group instruction in mothercraft. 
Well-baby, infant and preschool hygiene clinics. 
Monthly clinics in every public and parochial 
school for immunization of school and pre-school 
children against diphtheria and smallpox. Eye 
and ear clinic. 


16 dental clinics in elementary schools. Children 
treated for relief of toothache, either by extrac- 
tion, sedative treatment, or fillings. Children 
needing more extensive dental treatment referred 
to Dental School of University of Maryland. Chil- 
dren from 18 months to school age are examined 
= ea at preschool dental clinic at Dental 

chool. 


Physicians: 4 full time physicians on staff and 77 
part-time. 

Dentists: 4 part-time dentists operate the 16 den- 
tal clinics in elementary schools. Senior students 
at Dental School.of University of Maryland treat 
children at preschool clinic under supervision of 
graduate dentist. 


other Pupils, teachers, members of supervisory staff are 


pera- eligible for service. Physical examination of all 
con- pupils annually. Examine pupils returning to 
sting, school after illness. Examination and diagnosis of 
edu- - ll children referred by teacher. Diphtheria im- 
»hysi- munization. Testing of vision and hearing (most- 
Eyes ly of teachers). Limited service to teachers and 
lings. staff. ‘ 


Pupils only. Operative, extraction, fillings, some 
orthodontia. 


Physicians: 3 full time, 56 part time. $4,000 to 
$7,000 full time; $1,200 to $1,800 part time. 
Dentists: Private clinics under Health Department. 


Protection from communicable diseases; vaccina- 
uffalo tions and toxoid inoculations. 
muni- School examinations. Eyeglasses provided indigents. 
rculo- Child health stations. 


Dental examinations in schools; indigent children’s 
teeth filled. 


ection Tuberculosis clinics. 
Venereal disease clinics. 
Relief Cost of physicians’ services included in hospital 
rate for those hospitalized, drugs and dressings 
1 and included. Drugs and dressings provided non-hos- 
; and pitalized. X-ray; laboratory; appliances such as 
ost to braces, eyeglasses. Convalescent home. 


Obstetrical service including full prenatal and post- 
, Partum care. 


Children: preventive and restorative operative den- 
tistry in all its branches. Orthodontic procedures 
and use of precious metals for filling materials 
shall be excluded. 

Adults: relief of pain and elimination of infection; 
root canal therapy in rare cases; prophylaxis for 
other than purely aesthetic reasons ; cement, amal- 
gam, synthetic porcelain fillings; repairs of den- 
tures; simple extractions; removal of impacted 
teeth when necessary for relief of pain or protec- 
tion of health; fractures of jaw; and X-rays for 
diagnostic purposes. 

Special services when authorized by Unit. 


Physicians: 1,400 participating in program. Any 
licensed physician free to participate after ap- 
proval by Committee of Chicago Medical Society. 
Fees paid to physician: $1.50 per office call, $2.00 
home call and $3.00 per night call; obstetrical 
service—$35.00.. 

Free choice of approved physicians and dentists. 

Patient must continue with physician or dentist of 
his choice for any subsequent care unless authori- 
zation for changing is given. 

Dentists: remunerated, according to fee schedule. 
Rotating list of dentists determined by boundaries 
of neighborhood areas. Chicago Dental Society 
cooperates with program. : 


atius — Examinations—urging correction of defects through 


sary own physician; immunization; first aid in schools 
duca- when necessary, etc.; fluoroscopic examination of 
ades ; all Jr. & Sr. high school pupils and teachers every 
en. 2nd year and oftener in certain areas. 


Dental fillings to indigent children; inspection of 
teeth of all children yearly. ’ 
Whenever possible parents are instructed to take 
their children to private dentists for follow-up. 


No full time physicians employed. 25 part time 
physicians, paid on a salary basis; 13-14 hours 
per week during school year—started at $1,500 
for 9 months with automatic increase. 

5 dentists employed full time, none part time. Paid 
up to $3,350 for 94 months. 


Amalgam fillings placed in permanent teeth, with 
especial prs As on 6 year molars. 

Dentists make surveys to detect dental defects and 
refer to private dentists those who are able to, 
pay, indigent cases being referred to the Dental 
Filling Clinics. 


5 full time dentists employed, 4 ipa time. Chief, of 
the Dental Clinic Service paid up to $2,500. Part 
time dentists paid on a fee basis of $5.00 to 
$5.50 per clinic session (3 brs.) 


ation, Health control and education. 


cation 
them- 


“Extractions only to those who cannot afford to pay. 
Welfare Department takes care of other dental 
problems of pensioners and recipients of relief.” 


Physicians: 37 full time physicians receiving 
monthly salary of from $135 to $400. No part 
time physicians. 

Dentists: 1 full time dentist employed by Depart- 
ment. No part time dentists. 7 
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TITLE OF DEPARTMENT 
DATE ESTABLISHED 


ADMINISTRATION 


SOURCE OF FUNDS 
APPROXIMATE COST OF 


DUTIES OF DEPARTMENT 


ADMINISTRATION | 
: DETROIT, MICHIGAN Board of Health with Commis- | City taxes. To render preventive medical services, public “Va 
= DEPARTMENT OF HEALTH sioner supervising all divisions. | $5,000,000. health education, hospitalizing infectious dis- 
3 1881. eases, including tuberculosis and venereal dis- 
eases. 
Field public health services to the entire popu- 
lace; public health clinic services to indigents. 
DISTRICT OF COLUMBIA Health Officer and Assistant U. S. Congress. Enforcement of the Acts relating to the preven- Clin 
7 HEALTH DEPARTMENT Health Officer. $4,975,000 (For Year 1945). tion of the spread of contagious and infec- ¥ d 
. 1878—Act of Congress. tious diseases; tuberculosis and venereal-dis- ¥ th 
4 ease Clinics and dispensaries ; hygiene and san- | Pp 
itation work in schools; maternal and child- al 
health; nursing service; psychiatric service; 
out-patient relief of the poor, and the pay of 
physicians; enforcement of the Acts relating 
to the drainage of lots, abatement of nuisances, 
adulteration of foods and drugs, etc. 
BUREAU OF SCHOOL MEDI- Health Department, Washington, | Appropriation by Congress from| Medical and sanitary inspection of schools. Me 
CAL INSPECTION DC. funds raised by D. C. taxes. tt 
School bureau established in 1904. $97,563.00. | 0 
e 
ay 
th 
lc 
| 
CITY OF INDIANAPOLIS Board of Health. Municipal tax. Supervision and direction of epidemiology, food Clit 
DEPARTMENT OF HEALTH $380,000. and milk, housing, school health, prenatal, it 
dental, tuberculosis, venereal disease, and in- a 
fant and child welfare. Ser 
P 
_ KANSAS CITY DEPARTMENT Municipal tax funds. Sanitation; inspection of restaurants; supervi- Ho: 
ey OF HEALTH sion of meat processing; milk inspection; in- ti 
: 1858. dustrial hygiene; venereal disease control: Ave 
7 tuberculosis control; communicable disease Ave 
- control; vital statistics; health centers; school Ave 


health services. Maintain 2 general hospitals ti 
and 1 tuberculosis hospital. 
Direct health services for medically tk | 
bi 


KANSAS CITY, MISSOURI Board of Education. Taxes. Health Education and Service. Ind 
DEPARTMENT OF HEALTH $10,000. 

AND PHYSICAL EDUCA- 
TION 

1885. 

LOS ANGELES CITY Los Angeles City Board of Edu- | Taxation. Me 
SCHOOLS, HEALTH cation. $562,245.09. Pp 
SERVICE SECTION 

1911. 

LOS ANGELES CITY HEALTH| Health Officer supervises all divi-| Los Angeles City general funds. | Control of communicable diseases, tuberculosis, Cor 


DEPARTMENT 


4 1873. 


7 


sions. 


$900,000 


venereal diseases, and general sanitation. En- c 

forcement of the State Housing Act. Enforce- c 

ment of the State Agricultural Code; collec- h 

tion and preservation of vital statistics; pro- I 

motion of general community health. d 
All residents entitled to free diagnostic services 

in suspected cases of venereal disease or tuber- 

culosis. 
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MEDICAL BENEFITS 


DENTAL BENEFITS 


STATUS OF PHYSICIANS AND DENTISTS 


public 
us dis- 
~al dis- 


_Popu- 
igents. 


“Varies with their needs.” 


Extractions, fillings, and dental plates for indigent 
patients. 


Physicians: 9 full time physicians, salary from 
$3,795 to $8,250; 62 part time physicians re- 
munerated on per diem. 

Dentists: 7 full time dentists: salary from $2,990 
to $6,750; 2 part time dentists giving 6 hours’ 
service per day and receiving three-fourths salary. 


yreven- 
infec- 
sal-dis- 
id san- | 
child- 
ervice; 
pay of 
elating 
sances, 


Clinical services available to indigents, school chil- 
dren, pre-school children, wives of members of 
the Armed Services; hospital service for indigent; 
part-pay and full-pay patients, including medical 
and surgical supplies, artificial limbs. 


Educational activities, special examinations, pro- 
phylaxis, clinical lectures and demonstrations. 
The bureau operates 16 dental clinics, four of 
which are for pre-school children. Clinical serv- 
ice available to all children whose parents are 
unable to pay for private dental service and also 
to certain indigent adults. 


Physicians: 16 full time, 64 part time. $3,200 to 
$6,000 full time; $4 per clinic session for part 
time. 

Dentists: 9 full time, 14 part time. $3,800 full 
time, $4 per clinic session for part time. 


Medical inspections and examinations, pediculosis 
treatments, physiotherapy services for pupils in 
orthopedic classes, chest X-rays of pupils, teach- 
ers and employees of the school, immunization 
against diphtheria for pupils in kindergarten 
through third grade, audiometric and ophthalmo- 
logical examinations. 


Dental care rendered by Health Department of 
District of Columbia. 


3 full time physicians, 30 part time physicians. 
$4,600 to $5,600 for full time, with limited step- 
up increases allowed; part time physicians com- 
pensated on salary basis. 


y, food 
‘enatal, 
ind in- 


Clinics available to indigent and families of lower 
income group. Other branches of services avail- 
able to all citizens. 

Services governed by public health practice and 
procedure. 


Dental care given indigent children and lower in- 
come groups and families. 


Physicians: 8 part time, fee basis of $4.50 per clinic 
—a two-hour period. 

Dentists: 8 part time, fee basis of $4.50 per clinic 
—a two-hour period. 

Physicians and dentists authorize dental benefits. 


upervi- 
on; in- 
ontrol : 
disease 
school 
spitals 


zent. 


Hospitalization, services at clinics and health sta- 
tions. 

Average daily hospital patients—657. 

Average daily outpatient visits—2,312. 

Average daily health station visits—112 (13 sta- 
tions). E 


Dental care given school children at 4 dental clinics 
—2 under auspices of public school health pro- 
gram, 1 at University of Kansas City Dental Col- 
lege, and 1 under auspices of Council for Social 
Agencies (Community Chest). Also dental clinics 
at the 2 municipal General Hospitals. 


Physicians: none employed full time. Part time 
physicians employed. 

Dentists: 2 full time dentists employed. 

Dispensary physicians’ and dentists’ salaries range 
from $900 to $2,800. 

Dentist authorizes dental benefits. 


Indigents receive some service. 


Assistance given by school nurse and principal in 


directing children to proper agencies. 3 Dental 


Clinics. 


Physicians: 17 part time. $3.50 ? hour. 
Dentists: 1 part time, 2 full time. $3,000 to 
$3.700 full time. 


Medical examination of school children and school. 


personnel, 


Prophylaxis; appropriate fillings in deciduous and 
permanent teeth; pulp capping—root canal ther- 
apy; treatment of gum disorders and extractions 
when indicated. 

Complete service to all eligible children has never 
been possible due to limited personnel. 


33 Physicians employed full time, 16 part time. Paid 
from $258 to $273 and $322 to $347. 

12 Full time dentists authorized to dental staff— 
currently have 10 full time dentists. 12 part time 
dentists paid $258 to $273 and $322 to $347. 


Complete and continued medical supervision for 
cases of tuberculosis, venereal disease, maternity 
cases, and acute communicable diseases in the 
home is given to all indigents upon application. 
Diagnostic services in suspected cases of venereal 
disease or tuberculosis is open to all. 


Health Department budget is approximately 50c 
per capita. This low budget has prevented the 
establishment of dental services as a Health De- 
partment function. 


Physicians: 30 employed full time, 45 part time. 
Salary for full time physicians: $300 to $325 per 
month. Part time—14 physicians on fee per clinic 
basis, Consultation services in the diagnosis of 
acute communicable diseases is available to physi- 
cians. 
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SOURCE OF FUNDS 
ADMINISTRATION APPROXIMATE COST OF DUTIES OF DEPARTMENT 
ADMINISTRATION 

MINNEAPOLIS DIVISION OF | Division is under Board of Pub- | Taxation—property. “To promote and preserve health and to prevent | Protec 
PUBLIC HEALTH lic Welfare composed of seven | $206,482. and suppress disease.” These activities are car- tion 
1867. members with Commissioner of ried on through public health nursing, public | Diagn 
Health as administrative and ex- health inspectional services, clinics, laboratory | ble 
ecutive head of Division. service, and public health education. tube 
Direct care to any group needing such service in | School 
the protection A the rest of the community. ye 
| en 
NEW HAVEN, CONNECTICUT | Board of Health Commissioners| City taxes. To guard the health of the people of New Protec 
DEPARTMENT OF HEALTH consisting of 6 members and the| $150,000. Haven through the following divisions: Com- zati 
Mayor, ex-officio. Health Officer municable Diseases, Venereal Disease Con- | chil 
supervises all divisions. trol, Tuberculosis, Laboratories, Child Hy- Tuber 
giene, Nursing, Inspection, and Public Infor- cull 
mation. Vener 
Clinic services—indigents. 4 met 
Child 
pec 
hea 
ina 
BOARD OF HEALTH FOR THE | City Health Department. Local, State and Federal funds. Vital records; general sanitation; food and milk | Mater 
PARISH OF ORLEANS AND $600,000. control; venereal disease and _ tuberculosis nat 
THE CITY OF NEW control; public health nursing; maternal, dre 
ORLEANS child and school health; communicable dis- | visi 
1854. ease control; rodent control. sch 
Direct medical services to families under income yea 
level of $125 a month for man, wife, and der 
one child, with $15 a month for each addi- ven 
tional dependent. losi 
CITY OF NEW YORK Board of Health which consists of} Municipal taxes and supplementary | Functioning of the following bureaus: Vital | Prote 
DEPARTMENT OF HEALTH Health Commissioner, as Chair- Federal aid. Records and Statistics; Sanitary; Preventable tio 
1866. man, and four non-salaried}] $8,000,000. diseases; Laboratories; District Health Ad- Tube 
members appointed by the ministration; Food and Drugs; Health Edu- ger 
Mayor. cation; Nursing; Tuberculosis; Social Hy- Vene 
giene; and General Administration. me 
Clinic Services for persons unable to pay fee of cia 
private physician or dentist. = 
ca 
fro 
| Medi 
scl 
Cripy 
Card 
DIVISION OF MEDICAL SERV- | Board of Public Education. Municipal School Tax. Promote the health of pupils and personnel. Annu 
ICES—PHILADELPHIA $397,000. Control communicable diseases. Annual in- cia 
January, 1912. spection of the sanitary condition of school pu 
buildings. Instruction in health matters to ne 
pupils, teachers, counselors, and others. ex: 
off 
ROCHESTER HEALTH Health Officer supervises all divi-| Municipal—City Treasury. Enforcement of Public Health Law and the State Ann 
BUREAU sions. $325,000. Sanitary Code; vital statistics; protection of cli 
- milk supply; recording and control of com- th 
municable diseases; promotion of preventive cli 
measures; abatement of nuisances; investiga du 
tion of complaints relating to public health; qu 
plumbing inspection; meat inspection; child Cai 
welfare and infant welfare work. ili 
: Clinics available to indigent and families of tal 

lower income group. 
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MEDICAL BENEFITS 


DENTAL BENEFITS 


STATUS OF PHYSICIANS AND DENTISTS 


Protection from communicable diseases; immuniza- 
tions in Infant Welfare clinics. 

Diagnosis and follow-up in clinics for communica- 
ble disease control including venereal disease, 
tuberculosis and heart clinics. 

| School inspections by Public Health nurses; those 

with defects referred to family physicians and 
| dentists or special clinics for treatment. 


No provision. 


Physicians: 4 employed full time with annual salary 


ranging from $3,420 to $6,240; 4 part time physi- 
cians paid hourly rate. 


| Protection from communicable diseases; immuni- 
zation and vaccination of school and preschool 

children. 

Tuberculosis: clinics; high school freshmen tuber- 

|  culin tested, positive reactors X-rayed. 

| Venereal diseases: clinic for diagnosis and treat- 

+ —s ment. 

| Child Hygiene: prenatal and postnatal clinics, “ex- 

pectant fathers’’’ classes; well baby clinics— 

| health supervision in all its phases. Health exam- 

ination of preschool and school children. 


Dental examinations of school children. Correction 
program at New Haven Dental Society clinic, for 
those unable to afford. services, has been discon- 
tinued because of lack of personnel. Formerly 
offered fillings, extractions, and reparative and 
restorative work on children twelve years and 
older. Dental service to school children at New 
Haven Housing Project. 


Dentists: Formerly 1 full time and 4 part time. New 


Haven Housing Project—3 dentists offer 6 hours 
weekly without remuneration. 


= 


Maternal—home delivery (for teaching only) ; pre- 
natal and post partum care; child health—chil- 
dren admitted at 6 weeks, complete health super- 

4 vision including feeding and immunization; 
school health—examination of entering pupils, 
yearly chest X-ray microfilm of high school stu- 
dents, home visits to check on major defects; 
venereal disease clinic and follow-up; tubercu- 
losis clinic. 


No provision. 


5 Full time physicians paid $4,500-$6,600. 45 Part 
time physicians; consultants paid on a salary 
basis, clinicians on a fee basis of $3.00 per hour 
including travel to and from clinic, not to exceed 
thirty minutes. 


Protection from communicable diseases; immuniza- 
tions for those unable to afford it. 

Tuberculosis: diagnostic clinics for medically indi- 
gent; consultation services for private physicians. 

Venereal diseases: clinics for diagnosis and treat- 
ment; free anti-syphilitic drugs to private physi- 
cians. 

Maternity and child health: prenatal clinics; medi- 
cal services at child health stations for children 
from birth to school entrance. 

Medical examination and health supervision of 
school children. 

Crippled Children’s clinics. 

Cardiac diagnostic services. 


"Education—informing parents of the need. and 
importance of proper care of the teeth by con- 
ducting wide educational programs emphasizing 
the importance of diet and nutrition, keeping the 
teeth and mouth clean. 

“Referral—urging parents to arrange for children 
to visit the dentist at regular intervals for the 
purpose of discovering tooth decay and other ab- 
normalities and securing the necessary attention 
early. 

"Maintaining dental clinics where examination, in- 
struction concerning proper tooth brushing, pro- 
phylaxis, fillings and extractions are available to 
children whose parents are unable to obtain such 
services from private dentists.” 


Physicians: clinic physicians paid per session. 

Dentists: chief of Division—full time dentist. Clinic 
dentists remunerated on pet session basis—200 
Sessions per dentist a year maximum. 


nnel. 
in- 
-hool 
‘'s to 


Annual exa.nination of school pupils including spe- 
cial tests for vision and hearing. Examination of 
pupils for special activities. Immunizations as 
necessary. Pre-employment and periodic health 
examinations of all personnel except business 
office are given. 


Prophylactic Clinics established in the school for 
the pupils. There are 4 permanent clinics and 6 
rtable clinics. 4 more portable clinics are now 
ing added. No dental care is provided for 
adults. 7 portable dental clinics were installed in 
the high schools as a part of the Victory Dental 
Corps program. Over 7,000 pupils were examined 
in these dental clinics. 


Physicians: 13 full time, 89 part time. $2,600 to 
$6,500 for full time. Part time physicians com- 
pensated at rate of $2.50 an hour for afternoon 
work; fee basis for additional service. 

Dentists: 4 part time. Compensated on salary basis. 
One supervisor paid by Board of Public Educa- 
tion; one part time dentist paid by Board of Pub- 
lic Education; two part time dentists paid by pri- 
vate funds. 


State 
on of 
com- 
ntive 
stiga 

-alth ; 
child 


2s of 


Annual physical inspections of school children; 
clinics for medically indigent; inoculations for 
those unable to pay; tuberculosis clinic; prenatal 
clinic and care of indigent mother and child 
during bed period; laboratory tests; care of delin- 
quent and infectious venereal diseases; nursing 
care; nose and throat clinic for children of fam- 
ilies below income limitation at Rochester Den- 
tal Dispensary. 


Dental care given to children of families below in- 
come limitation up to 16 years of age by the 
Rochester Dental Dispensary. Established 1917; 
funds provided. by the late George Eastman. 

Family income limitation—$20 per week for 2 in 
family, $27 per week for 3 in family; $32 for 4, 
and $7 per person for 5 or more. 

A nominal charge of five cents made for each visit to 
the dental clinic. 


Physicians: 17 part time physicians employed; 7 
are on the Health Bureau payroll and 10 are on 
the payroll of the Department of Public Welfare. 
Compensated on salary basis. 

Dentists: about 35 full time and no part time den- 
tists. Compensated. on salary basis—$30 to $50 
per week. 
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TITLE OF DEPARTMENT 
DATE ESTABLISHED 


ADMINISTRATION 


SOURCE OF FUNDS 
APPROXIMATE COST OF 
ADMINISTRATION 


DUTIES OF DEPARTMENT 


ST. LOUIS, MISSOURI 
HEALTH DIVISION 
1867. 


Board of Health. 


City and State funds. 
$640,000. 


General community health supervision, includ- 
ing administrative work; vital statistic serv- 
ice; Communicable Disease Control, divided 
into acute communicable diseases, Venereal 
Disease, Tuberculosis, and Pneumonia Con- 


trol; Parochial School Hygiene; Public Health 
Nursing; Maternal and Child Hygiene; Den- | 
tal Hygiene; Laboratory; milk control; food | 
control; meat inspection; rabies control; San- | 
itary and Nuisance Control; and industrial | 


Hygiene. 

Public Health nursing, maternal and child hy- 
giene services to those in lower income group. 
Dental hygiene services to preschool and 
school children of low income families. 


CITY AND COUNTY OF SAN 
FRANCISCO DEPARTMENT 
OF PUBLIC HEALTH. 

1932. 


Director of Public Health appoint- 
ed by the Chief Administrative 
Officer to whom he is responsi- 
ble as department head. Health 
Advisory Board, consisting of 3 
physicians, 1 dentist, and 3 lay- 
men appointed by the Chief Ad- 
ministrative Officer, has advisory 
powers only. 


Municipal taxes. 


Provides dual service: the preventive, both med- 
ical and technical; and the institutional in 
which hospitalization and curative medical 
care are provided. 

Clinics for those unable to pay fees of private 
physicians and dentists. 


HOUSTON, TEXAS 


No complete report filed. Dental Division stated: 
“The City ordinance for the program calls for a full-time dental director; 3 part time assistant dentists; a dental hygienist; 
only part of this organization has become effective. 
“The dental division, at present, consists of 1 full-time dentist whose salary is $400.00 monthly and a dental assistant whose 


PITTSBURGH, PENNSYLVA- 
NIA BOARD OF PUBLIC 
EDUCATION, DEPART- 
MENT OF SCHOOL HEALTH 
SERVICE 

1912. 


Director, under Board of Public 
Education. 


Board of Education and Bureau of 
Child Welfare, City Depart- 
ment. 

$248,000. 


Public and parochial school enrollment—120,- 
000. Cooperative arrangement with City De- 
partment of Health; expense divided 50-50. 

Central medical diagnostic clinic; x-ray clinic; 
eye refraction clinic, with orthoptic service. 

All children are included in the medical exam- 
ination and inspection, follow-up nursing 
service, and dental health education. Indigent 
and underprivileged children are eligible for 
eye clinic service and for service in our four- 
teen dental clinics. 


TOLEDO DEPARTMENT OF 
HEALTH 

1838. 

Present Board of Health created 
1940. 


General fund—City of Toledo. 
1945 budget $184,332.00. 


Control of communicable diseases; tuberculosis 
case finding and follow-up; sanitation control 
of restaurants and food establishments,. en- 
vironmental sanitation ; industrial hygiene; -in- 
spection of meat and milk coming into city; 
control of animal diseases; recording and 
analyzing of vital statistics; care of medical 
indigent; indigent burials; medical and pedi- 
atric clinics; school health programs; gener- 
alized nursing program. 
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June, 1945 


DENTAL BENEFITS 


STATUS OF PHYSICIANS AND DENTISTS 


Fillings, extractions, and. prophylaxis to preschool 
and grade school children. Care of adults under 
the City Hospitals or Dental Schools for people 
of low income. 

Income limitation for dental services: $100 per 
month for family with one child, $10 additional 
for each subsequent child. 


Physicians: full time physicians compensated by 
monthly salary of from $260 to $335. 25 or 
= part time physicians compensated on salary 

asis. 

Dentists: 1 full time dentist receiving monthly sal- 
ary of from $235 to $360; 13 part time dentists 
compensated on salary basis. 


Educational program: prophylaxis, fillings, and ex- 
tractions for children whose families cannot pay 
fees of dentist. 


Dentists: 12 dentists employed for children’s den- 
tistry in schools and health centers. 


and 2 dental assistants. Since the program was inaugurated during war time and the local dental society wishes to restrict the program to preschool children, 


Indigent and underprivileged. school children only. 
Cases selected by school nurses. Prosthetic serv- 
ice in one clinic. No gold work; mostly amalgam 
and synthetic porcelain. Dentist and dental assis- 
tant in each dental clinic. 30,000 treatments an- 
nually to 9,000 children, completing 6,000 cases. 
Service open to public and parochial schools. 


Physicians: 46 full time; no part time physicians. 
Paid $4,000 to $7,000. $235 per month for 
school physicians; Board of Education clinic. Eye 
clinic part time physicians—$2,400 to $2,700. 

Dentists: No full time, 14 part time dentists. 
Paid $105 per month, reaching maximum of 
$161.50 in five years. : 


MEDICAL BENEFITS 

includ- 

setv- | protection from communicable diseases—diagno- 

divided sis and follow-up of cases in the home. 

enereal | Tuberculosis: home visits and follow-up of both 

a_Con- private and clinic cases. 

Health venereal diseases: diagnostic services; Division 

3 Den-— pays for treatments of indigents to participating 

food | hospitals. 

1; San- Maternal and child hygiene: pre- and post-natal 

lustrial © care; well-baby clinics from Pisth to school age. 

‘id h Pneumonia control: serum and drugs supplied. 

i 

group. 

and 

h med- 

nal in | Protection from communicable diseases; tuberculo- 

nedical sis clinics; diagnosis and treatment of venereal 

; diseases; maternity and well-baby clinics; physi- 

private cal examinations- of school children; special 
classes for handicapped children. Hospitalization 
and general medical and surgical care for indi- 
gents. Ambulance service. Tuberculosis sana- 
torium. Institutional care for aged and chronic- 
ally ill. 

ienist ; 

whose 

salary is $115.00 monthly.” 

—120,- 

ty De- Admission and exclusion of school children in the 

50-50. mornings. Schick testing, tuberculin testing, with 

clinic; X-ray of positive reactors. Complete medical ex- 

ice. amination of children in the afternoons. Notices 

exam- to homes. Follow-up work by school nurses. Den- 

ursing tal health education in the first three grades, cre- 

digent ating a desire for dental service in our fourteen 

ole for dental clinics and the eye refraction clinic. Medi- 

r four- cal examinations in the medical diagnostic clinic 
for teachers, general employees (janitors, cafe- 
teria employees), educational and attendance 
problem children, junior employment examina- 
tions, and compensation insurance service. 

culosis 

‘ontrol With the exception of venereal disease and immuni- 

is; en- zations, all clinic care is given to those financially 

ne; 1n- unable to care for medical needs determined upon 

> city; the basis of budget prescribed by State Relief. 

g an Venereal Disease treatment and immunization 

redical given to all who request regardless of financial 

| pedi- status. 

gener- 


No dental program carried out directly by Health 
Départment—eligible patients are sent to Dental 
Dispensary, affiliated with Toledo Community 
Chest; school age patients are referred to School 
Dental Clinic operated in conjunction with 
School Health Program, supervised by Commis- 
sioner of Health. 


Physicians: 4 full time, 14 part time. $3,600 to 
$4,000 full time; part time physicians compen- 
sated on salary basis. 

Dentists: 1 part time, compensated on salary basis. 
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Thomas Cowling, M.A., D.D.S., B.Paed. 
Toronto, Canada 


In dental aftairs what is needed is more light and less heat . . . 


In some circumstances modesty may not be a virtue and to withhold 
from the public the true account of the progress that has been made by 
the dental profession is little short of foolishess. To minimize dental 
achievements and to create in the public mind the impression that dentistry 
is not capable of solving its own problems is to destroy public confidence. 
To place undue emphasis on the fact that dentistry has been unable to 
wipe out caries is to create a false impression of professional impotency. 

Dentistry might well copy the methods used by the medical profession 
in the matter of public enlightenment. Malignant growths and ravaging 
tuberculosis continue to exact an appalling toll of precious lives, yet the 
medical experts do not make known the extent of their ignorance regard- 
ing the predisposing factors which in some cases appear to produce sus- 
ceptibility to these ailments and in others immunity to attack. The known 
facts are reported for public assimilation; the unknown become the subject 
of intensive research. 

These things are mentioned here because the reorganization of the 
dental profession to meet the needs of a post-war health service is now being 
considered, and the place in any such scheme to which the dental profes- 
sion is to be relegated will depend, in a very great measure, upon the pre- 
conceived notion that the legislators have of the profession, together with 
the weight of public opinion. Dentists themselves are wondering what place 
their profession will occupy in the new order of health service, and the 
teaching staffs of the dental schools are speculating as to the adequacy of 
the machinery already set up for instructing students of dentistry. Obvi- 
ously, if dental service is to be extended to all citizens, the present organ- 
ization will be quite insufficient to cope with the new demands. Thousands 
of graduates will be needed where hundreds ordinarily suffice. It might be 
observed, in this connection, that already there is noted a shortening of 
courses in some dental schools, which together with the inauguration of 
an accelerated teaching schedule, will result in a very substantial increase 
in the number of graduates, most of whom will eventually form the nucleus 
of a qualified body of public health servants. 

Instead of the dental profession putting on sackcloth and ashes because 
of the state of the dental health of the nation, it should take the candle 
from under the bushel and enter upon a vigorous campaign to let all and 
‘This editorial appeared some months ago in “Oral Health.’ The reference to the Beveridge Plan does not make the 


editorial as timely now as it was when it was written. The thoughts of Dr. Cowling are pertinent to the discussion of social 
trends. 
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sundry know what has been accomplished. 
The record so far is a very creditable one. 
It is not long since Charles W. Eliot, President 
Emeritus of Harvard University, commenting 
on the greatly improved standing of dentistry 
among the leading professions, said that to 
him it represented one of the most striking 
changes in public opinion during a lifetime 
of some seventy years devoted to the observa- 
tion of educational progress. To him there 
had been no change so great as that shown 
in the methods of training dentists. He found 
that undergraduates in dentistry received in- 
struction in adequately equipped institutions 
under the direction of the best men in the 
profession who devoted themselves to the 
giving of high service and maintaining hon- 
ourable standards within the profession. 
The public mind should be fully informed 
concerning the real scope of dentistry, espe- 
cially the preventive aspects of the profes. 
sion. The value of diet in the control of dental 
caries should be stressed and the general 
relationship of dental and body health eluci- 
dated, rather than reparative measures only. 
The importance of educating the public 
along these lines becomes abundantly evi- 
dent when consideration is given to the plans 
for public health service now being deliber- 
ated. The future of dentistry rests largely in 
the hands of laymen whose knowledge of 
the profession may, perforce, be limited to 
personal experiences in a dental surgery. To 
those whose knowledge is thus circumscribed, 
reparative and restorative dentistry comprises 
the entire dental armamentarium and the 
filling of cavities, the removing of offending 
teeth and the making of dentures stand out 
conspicuously as the dentist's sole preroga- 
tive. Thought should also be given the fact 
that, general dental health is not much better 
today in spite of the tremendous increase 
in the number of operations performed and 
the improved skill of dental operators. One 
wonders if the exponents of the reparative 
and restorative philosophy have considered 
even in a casual way, how many dentists 
will be needed to perform the operations 
proposed under any of the dental schemes 
now being considered. Contemplation of this 
topic must also involve the whole dental 
educational policy because the services of 
thousands of dentists will be required, ad- 
_ ditional schools will have to be established 
on a mass production basis, and the courses 
of instruction will have to be revamped and 


radically curtailed to suit the projected stream- 


lined type of education. 
Just now attention is being centered upon 
the Beveridge Report of Social Insurance and 


Allied Services in Britain, as introduced in 
the House of Commons last December. It is 
a Plan for Social Security embodying a 
scheme of insurance against interruption of 
an individual's earning power and providing 
for special expenditures incidental to birth, 
marriage or death. The plan comprehends 
all citizens without upper income limit. It pro- 
poses to institute a comprehensive health 
service, free to all, and “to secure a public 
organized and regulated service so that every 
man, woman and child who wants it can 
obtain, easily and readily, the whole range 
of medical advice and attention, through the 
general practitioner, the consultant, the hos- 
pital and every related branch of professional 
up-to-date methods.” 

The adoption of such a plan would involve 
the establishment of a Ministry of Social 
Security to administer it. The estimated total 
expenditure for the first full year of the 
scheme, assumed to be 1945, is put at ap- 
proximately £697 millions, and twenty years 
later, that is 1965, at £858 millions. These 
figures are sufficiently impressive to call for 
careful deliberation especially when viewed 
in the light of the necessity for other post-war 
commitments. 

The Plan is to be worked out by the various 
administrative departments concerned in 
consultation with the professional organiza- 
tions and other interested bodies. It has al- 
ready been made clear that “public health 
must not be many peoples’ business and 
nobody's responsibility” and means must be 
provided to maintain the relationship of the 
family doctor to his patients together with 
the principle of free choice of a doctor. Han- 
sand's reference to the Plan contains the 
following significant statement: — ‘There is 
one word of cau**>:: which ought to be uttered. 
There is in regautu to certain forms of treat- 
ment, notably dentistry and ophthalmology, 
a marked deficiency of personnel and it must 
inevitably be many years before this short- 
age can fully be made good.” Here is a tacit 
admission by these authoritative bodies that 
the dental personnel, although ample for 
peace-time requirements, will prove wholly 
inadequate for the demands of a complete 
dental health service. If, as and when the 
educational machinery is speeded up to pro- 
duce the army of dentists required, steps must 
be taken to safeguard the professional status, 
integrity and well-being of dentistry. 

Of interest to all dental practitioners, is 
this specific reference in Beveridge Report: 

“There appears to be ground for regarding 

a development of preservative dental treat- 

ment as a measure of major importance for 
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improving the health of the nation. This 
measure involves, first, a change of popular 
habit from aversion to visiting the dentist 
till pain compels, into readiness to visit and 
be inspected periodically; it involves, sim- 
ultaneously with creation by these means 
of a demand for a larger dental service, the 
taking of steps to organize a larger supply 
of the service.” 


Dentistry is now faced with one of the most 
momentous periods in its history. What is 
done by the legislative bodies in the next short 
while will determine the future of the profes- 
sion. In the light of the proposed enactments 
of the Social Insurance and Allied Services in 
Britain, Edward Samson, L.D.S.R.C.S. (Eng.) 
F.C.S. who is one of the sanest contributors to 
the literature of his profession, has this to say: 

“TI have a deep feeling, amounting nearly 

to a conviction . . . that a large section of 

the British public, and with it the dental 
profession, is bemused. Promises of a para- 
dise to come—of a land flowing with milk 
and vitamins and another nutritious bever- 
age—have hypnotized many into the be- 
lief that once the smoke of war has passed, 

a dawn will break, so dazzling that even 

rose-coloured glasses will fail as protec- 

tion... 

“I would stress one important feature of 

post-war planning as it applies to dentistry; 

that a profession which is to play a re- 
spected part in the radical and Utopian 
chenges designed to produce a brave new 
world, should be of intellectual stature, at 
least as high as that of other professions— 
that it should think with the times, and better 
still, ahead of them—that it should pro- 

nounce an independence of thought and a 

determination to lead along its own chosen 

path, not follow popular opinion down the 

arterial road of mob-movement .. . 


“One begins to doubt whether dentistry is 
big enough for the obligations the future 
will impose upon it. If it is not, others less 
mindful of our welfare, will take over the 
responsibilities that are rightly ours... . 
With the gathering of the clouds now is the 
time for dentists to rise above themselves 
and their minor differences . . . I can see 
two alternatives for the future of dentistry: 
Ourselves, as a body of State-paid servants 
employed to do oral plumbing and manu- 
facture dentures at factory rates for the 
nation, or . . . a profession that will prove 
its worth and integrity because every man 
in its rank is alive to the ideal and objects 
of his profession. But we must wake up if 
we are to save ourselves.” 
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The dental profession in Canada should, 
in addition to surrendering selfish interests, 
remove its light from under the bushel and 
start a campaign to inform the public about 
the importance of oral health, the achieve- 
ment of dentistry in the past and its plans and 
aspirations for the future. There should be 
conjured up a better concept of the importance 
of oral hygiene in any scheme of health 
service. 

Sensible propaganda is a means of allay- 
ing the fear of dental treatment. The medical 
profession does not hesitate to use all avail- 
able ethical methods of propaganda in its ef- 
fort to raise health levels; dentistry should do 
likewise. 

Too much stress has been placed upon the 
economic phase of dentistry. The fact is, how- 
ever, that an individual is not influenced to 
any appreciable extent by monetary consid- 
erations when deciding whether or not to seek 
dental treatment. With many individuals there 
is an inborn dread of the dental surgery and 
it is extremely doubtful if such a disinclination 
will vanish just because a beneficent govern- 
ment undertakes to pay all costs. The dental 
professions should invoke some form of den- 
tal education that will awaken in individuals 
an active desire for dental fitness together 
with the recognition of the individual's duty to 
maintain health. In some countries the receipt 
of sick benefit is dependent upon the individ- 
ual seeking remedial treatment during the 
early stage of a disease. Translated into den- 
tal phraseology this means that before dental 
treatment is dispensed under the auspices of 
any health service organization, the recipient 
should be made to show that routine prophy- 
lactic treatment had been received regularly. 
In this way the dread of the dental surgery 
would soon be dissipated. 

The public mind should be fully informed 
concerning the advantages accruing from the 
retention, in a healthy condition, of the nat- 
ural teeth. It should be made known that there 
is not a real substitute for natural teeth and 
because of this every effort should be made 
to retain them in a state of healthfulness. 

The crescendo of mechanical skill as ex- 
emplified by a mouth full of metallic or other 
restorations should receive little applause. 
Dentistry today is suffering from the tradition 
of a long mechanical and restorative age; the 
future must be directed towards the goal of 
prevention. Throughout the journey, dentistry 
should have medicine as a companion. There 
is an urgent need for more intimate co-ordina- 
tion between the principles and procedures of 
the preparatory education for medical and 
dental practice. 
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PORCELAIN BRIDGEWORK 
IS YOUR FIRST CHOICE 


Faithful in its reproduction of shades and markings 
Satisfactory in Its Resistance to Masticatory Stresses 
Permanent in Fit, Form and Lustre 


As constructed by our technicians, porcelain bridgework will win 
the enthusiastic approval of your fastidious patients. 
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